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THE EXPERIMENTAL SYNTHESIS OF THE DIS- 
SQCIATED MEMORIES IN ALCOHOLIC AMNESIA. 


BY ISADOR H. CORIAT, M.D., BOSTON. 


SincE we have learned the important fact that amnesia is 
neither synonymous nor identical with unconsciousness, 
and that the disappearance of memories varies directly 
accordifig to their organization, the subject has become 
fraught with a new interest. The fact that permanency 
of memory pictures depends on their organization and 
association with other memories had been previously 
pointed out by Lewy and Pilzecker, the latter insisting in 
its pedagogical application, and it has again been recently 
emphasized by Burnham to explain the symptomatology 
of retrograde and retroactive amnesia. During the last 
few years it has been shown that amnesia means simply a 
submerging of a certain patch of memories into the sub- 
conscious mental life; and in states of experimental and. 
pathological distraction, these memories can be synthetized 
with the upper consciousness. These subconscious 
memories are very liable to occur in hysteria, epilepsy, 
eclampsia, injuries to the head, various acute psychoses, 
carbon monoxide poisoning, profourid emotional shock, in 
states of exhaustion, attempts at hanging and drowning, 
and in alcoholic intoxication. Of the toxic amnesias, those 
caused by alcohol seem to offer the most promising field 
for study, on account of their comparative frequency. 
Alcohol is particularly liable to bring on pathological 
memory disorders, amnesia, confabulation, and paramnesia, 
particularly of the reduplicative variety. The so-called 
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Korsakow’s Psychosis is preeminently of alcoholic origin, 
and consists of a severe disturbance of the memory, a kind 
of a continuous amnesia, and, consequently, an inability 
of orientation in place and time. 

In alcoholic amnesia the lost memories are merely sub- 
conscious, and during a distraction or inhibition of the upper 
consciousness these memories come to the surface and 
occupy and synthetize with the gaps in the conscious mental 
life. This cropping out of lost memories occurs in dreams or 
in delirious or hallucinatory states, or it may be accomplished 
by means of proper experimental methods, such as hypnosis 
or by the experimental distraction method (hypnoidal) of 
Sidis. This latter was used and gave positive results in 
our experiments. Since publications along these lines are 
appearing from time to time, it is hoped that further re- 
search may be stimulated by a communication of our cases, 
all of which were observed at the Worcester Insane Hospital. 

Case I, A. H., male, age thirty-two, was admitted to the 
Worcester Insane Hospital in April 8, 1905, suffering from 
delirium tremens. On recovery, two days later, it was 
found that he had a sharply localized amnesia, from Monday 
noon, April 3, 1905, to Tuesday morning, April 4, 1905. His 
last recollection was walking down M Street, in the city of 
W., and he remembers nothing further until the next day, 
when he found himself intoxicated and tumbling about the 
streets of the city of P., some forty miles distant. As his 
money was either lost or stolen, he was compelled to walk 
back to W., and, on arriving there, asked for police pro- 
tection, in reaction to the fear induced by hallucinations. 
On account of the utter failure to recall the lost memories 
by a voluntary effort ot waking suggestion, and as no dreams 
were noted, it was decided to attempt an experimental 
synthesis of the dissociated memories by the hypnoidal 
method. The experiment was made in a quiet and some- 
what darkened room; there were no leading questions asked, 
neither was anything suggested except that he try and fill 
up the blank period. The patient was asked to close his 
eyes and to listen intently while a magazine clipping re- 
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lating to the Monroe doctrine was read to him, the reading 
occupying about three minutes. He was then asked to 
open his eyes and tell what events came into his mind, with 
the following result. The answer was immediate. “I 
have it all now. I remember being around drinking in W., 
about three o’clock in the afternoon, Monday afternoon. 
I met a friend and we went over to a barroom on A Street, 
and then went to a place on S Street, and had some more 
drinks. I can remember going down F Street, with the 
same fellow and buying some more drinks.”” ‘‘ What were 
you doing?’ “ Talking and laughing like drunken fellows 
will. This was about 3.30 P.M. Then I got the idea 
into my head that I wanted to go to New York, and I 
went to the depot and bought a ticket for P., instead. This 
was about four o’clock. I left the other fellow in the depot.” 
(Note. There is a 4.19 P. M. train from W. to P. arriving at 
P., at 5.48 p.m.) “I left the other fellow at the station in 
W. I think I traveled on an express train. When I — 
arrived in P. I went into a restaurant and had an oyster 
stew. In the morning I went out into the street. I stag- 
gered around in the street. I don’t know how long, but 
that brought me to my senses. The rest I can tell all 
right.” ‘‘ How did these things come back?’’ ‘“‘ While 
you were reading, something kept coming up and I could 
see things coming back.”’ ‘“‘ Did you really see them?” 
“Yes, plainly. I happened to think of the fellow just 
then, then I followed it along and it came gradually.” 
““Did you feel anything peculiar while the memory was 
coming back?” ‘“* Kind of a cloudiness coming out from 
a.” 

The synthesis of the memory remained stable, there was 
no longer a feeling of a “ blank” in the mind. He knew 
he slept during the amnesia period, because he recalls the 
sensation of waking up. The physical examination was 
negative, with the exception of a moderate, concentric 
limitation of the visual field, which returned to normal in 
the course of a few days. The patient was discharged 
recovered. 
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Case II, M. P., male, age fifty, was admitted to the 

Worcester Insane Hospital on July 26, 1905, suffering from 
delirium tremens. He rapidly became mentally clear, but 
there remained a period of amnesia of four days comprising 
from Sunday, July 23, to Thursday, July 27, 1905. This 
was inclusive of the delirium, the arrest, and the admission 
to the hospital. There was no limitation of the visual field. 
The experiment to restore the memory may be given as 
follows: 
* “ You remember coming here?”’ ‘I do not.” “ Which 
way did you come?” “I don’t know. I couldn’t tell 
you the first thing.” ‘‘ What is the last thing you remem- 
ber?” ‘“ Before I went to bed last Sunday night, Dr. D. 
came to the house. My daughter was there with another 
girl and there were two fellows there, one named W. We 
had half a pint of whiskey, and the two and me drank the 
whiskey. Well, one of the fellows went home and the other 
stopped for a smoke for ten minutes and I smoked with him, 
then he went home and I went to bed. That is the last 
I remember.” ‘‘ What is the next thing you remember?” 
“I remember lying in some part of this building.” ‘“‘ Is 
everything blank since Sunday night?” “I don’t remem- 
ber a thing. I was never the way I am now. There 
is something i in my brain that is keeping my momerp from 
me.’ 

The patient was asked to close his eyes and listen to 
the reading of a newspaper clipping which lasted one min- 
ute. The first trial was unsuccessful, but on the second 
trial, after a few minutes, he suddenly exclaimed sponta- 
neously: 

“‘T had a dream that I was pulled up by a policeman and 
that we had a tussle and he pulled and gave me a hell of a 
jam, and my head struck a jag and I was taken to some 
kind of a hospital. There was a doctor or two there, but 
they didn’t look in to see me anyway. I was let out and 
let home. There were two or thre« fellows waiting for me. 
That is the last I remember. This was Monday evening, 
July 24. I was dressed.” ‘“‘ How did you happen to 
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remember that?” “It just came to me.” “Are they 
clear?’ ‘“ As clear as I look to you, even to the cops.” 


It was impossible, with further experiments, to restore 
any more of the lost memories, except that he added a de- 
tail, ‘‘ A carriage brought me home.” This condition re- 
mained up to the time of his discharge from the hospital. 
Investigation showed that the details of his memory were 
correct. 

Case III, J. O., age forty-seven, male, admitted to 
the Worcester Insane Hospital on September 6, 1905. He 
became clear on September 8, but there remained a sharply 
limited amnesic period from Tuesday evening, September 
5; to Thursday morning, September 7, 1905, about thirty- 
six hours. This amnesia comprised the first portion of the 
delirium, but the hallucinations and disorientation contin- 
ued and he did not become mentally clear until the next 
day. He remembers that on Tuesday evening, September 
5, while drinking hard, he visited his sister’s house, but 
feeling nervous and “ shaky” he took some pills and 
returned to his home about midnight. He remembered 
nothing more until he found himself in bed in the hospital 
on September 7, 1905. (Thursday morning.) He made no 
voluntary effort to recall the amnesic period, neither did 
any of the subconscious memories surge up in dreams or 
during distraction while working in the wards. The 
hypnoidal method was used in an effort to restore the 
lost memories. 

First and Second Experiments. Reading methods un- 
successful. 

Third Experiment. Listening to tick of stop watch for 
three minutes. 

‘““ What came to your mind?” ‘ Something tells me I 
was down to a neighbor’s home, and I thought they sent 
me home and I can remember the tall young fellow coming 
round the bed with a lantern [referring to night nurse 
while in hospital]. Seems to me that I asked him if it was 
my bed and he told me that it was, and I lay down in it.” 
‘“ When was this?” ‘It must have been Wednesday.” 


114 The Fournal of Abnormal Psychology. [August 


Fourth Experiment. Listening to watch tick for five 
minutes. During hypnoidal state there was frequent deep 
sighing, and the pulse was go. 

“It seems as though he told me that it was my bed and 
after that I went to sleep.’’ ‘‘ Remember coming to the 
hospital?’ ‘‘ I remember Officer K. taking me in an ambu- 
lance.” ‘‘ Where.did you go then?” ‘“‘I must have been 
put in the ward.”” ‘“ At once?’ ‘ Don’t know.” ‘ What 
did you do first?’ ‘‘ I don’t know.” 

Fifth Experiment. Listening to watch tick for three 
minutes. Pulse 88. Asked to remember the facts of his 
admission to, and his early stay in, the hospital, but the 
effort was unsuccessful. 

Sixth Experiment. Listening to watch tick for three 
minutes. 

“Something tells me they took me to W Street”’ 
(police station). ‘‘ Who was there?” ‘“‘ This Officer M.” 


“Did you see any doctors?’ ‘“‘I don’t remember.” 
“Then what happened?” ‘I was sent down here.” 
““ How many came with you?” “ Three or four’’ (correct). 
“Who were they?” Officers’”’ (correct). Unable to re- 


call any more facts, and later tests were unsuccessful in. 
recalling any more of the memories, but the patches that 
were revived seemed more real to him than the memories of 
dreams. 

Case IV, G. M., age twenty, was admitted to the Worcester 
Insane Hospital, on Monday, September 18, 1905. He has 
used alcohol in the form of whiskey since he was fourteen 
years old, at times taking as much as a quart daily. Since 
March, 1905, there has been noticed increasing irritability, 
with transitory furor and delusions of jealousy. He fre- 
quently threatened his wife with a knife and revolver, and 
an attempt to shoot her finally led to his commitment. 
While in the hospital he was quiet, showed a normal reaction 
and answered all questions willingly. At an interview on 
admission he admitted excessive alcoholism with irritable 
episodes and reiterated the statements of his wife’s infidelity, 
but denied threatening her with a revolver. The physical 
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examination was practically negative. At a complete 
mental examination on October 3, 1905, it was found that 
he was perfectly oriented, showed a quiet, normal reaction, 
and a perfect grasp in his surroundings, while the remote 
memory was perfect. There was no disorder of the time 
sense. The recent memory, however, showed a marked 
impairment. Following the forced sudden withdrawal of 
alcohol by reason of his arrest, there developed an amnesia 
of four to five hours while in the police station, then a 
spontaneous return of the memory, and then a sharply 
localized amnesic period occurring during the hospital 
residence, comprising from Monday afternoon, September 
18, the day of admission, to Wednesday afternoon, September 
20, 1905, almost forty-eight hours. He first began to real- 
ize the gap in his memory in the afternoon of September 
20, during a visit of his wife. During the amnesic period 
he was conscious, reacted normally to his surroundings, 
and performed many complicated acts in the wards, such as 
reading, eating, talking, and sleeping. The amnesia was a 
perfect blank, and neither by mental effort, in dreams, nor 
during periods of distraction or abstraction, did any of the 
lost memories return. On account of the sharply localized 
amnesia, it was decided to attempt a revival of the subcon- 
scious memories by the hypnoidal method, with the feeling, 
that if unsuccessful, it would be extremely valuable, for it 
would be possible to verify all the facts, because of the 
occurrence of the amnesia while the patient was under 
observation. The experiment is given in detail. 

On Thursday, October 5, 1906, the patient was taken into 
a quiet, partially darkened room, and instead of the reading 
method, the external stimulus used was the tick of a stop 
watch (while the patient’s eyes were closed), as furnishing 
an extremely monotonous sound stimulus. 

Preliminary Exaimination. ‘‘ How long have you been 
here?” ‘‘ Two weeks and two days’ (correct). When 
did you come?” ‘“ The 18th.” “‘ What day is this?” 
“Thursday ”’ (correct). ‘‘ Have you had any company?” 
““ My wife came two weeks ago last Wednesday ”’ (correct). 
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“Where were you between Monday and Wednesday?” 
(in the amnesic period). “I think in G. H.” (a ward, 
correct). ‘‘ Did you see any doctor when you came here?”’ 
““No” (incorrect). ‘‘ When did you see me first?’ “‘ Wednes- 
day or Thursday” (incorrect). “‘Didn’t you see me 
before that?”’ ‘‘ No.” “ Did this other doctor [assistant] 
talk with you before this?’ ‘‘ No.” “* What happened 
between Monday and Wednesday?” ‘I don’t know that 
anything happened.” “Do you remember everything 
between these two days?” ‘“‘No, I don’t remember 
anything.”” ‘‘ Can’t you remember anything?” “ No.” ‘Do 
you remember being brought to the hospital?” “¥ re- 
member coming in a hack from the station’ (correct). 
““What way did you come?” “I couldn’t say whether 
I went directly into the ward or not.’”’ ‘‘ What door?” 
“TI don’t know which door.” ‘“‘ Who came with you?” 
“A young fellow. I don’t know who he was.” ‘ What 
do you remember next?’ ‘‘ My wife and sister coming to 
seeme.”” ‘Is your mind blank till then?” ‘“‘ Yes; I don’t 
remember anything. I was sleeping and the nurse awoke 
me and said my wife was here.” “‘ Do you remember being 
awakened?’ ‘“ Yes.” ‘‘ When did you find out that you 
lost your memory?” ‘‘On Wednesday [two weeks ago], 
when my wife was talking with me. I found there were 
some things I couldn’t remember.”’ ‘‘ How did you happen 
to come to?” “I was lying on the settee and they woke 
meup.” “ Isitalla perfect blank?” ‘‘ Yes.” ‘‘ Have you 
tried to recall what happened?” ‘‘ Yes, several times.” 
Have you dreamed since losing the memory?” ‘“ No.” 
“* Made any efforts to recall things?” ‘‘ Yes, last night in 
bed I tried hard.”’ ‘ Did you succeed?” ‘ No.” 

The first experiment was unsuccessful. 

Second Experiment. Allowed to listen to the watch tick 
for three minutes, during which period the eyelids quivered 
as before, while the respiration became more rapid. ‘“‘ What 
came into your mind?” “I think that Tuesday 
morning, September 19, I got up and read the papers, 
talked to the attendant and laid down. Two or three men 
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came in and walked about the ward and went out. I 
think they called me over and talked to me’”’ (correct, re- 
ferring to an interview with physicians). ‘‘ Who talked?’ 
“They asked me questions, how I got here and who sent 
me here. They asked me if I ever threatened anybody. 
I think that’s all they had to say to me, and then I went 
back to the room. I laid down and slept till noon. Then 
I ate dinner and I think that is the first meal I ate. Then 
I read a book, ‘ The Wreck of the Governor.’ I read a page 
or two and went to sleep. It was a black, thick book.” 
‘Who was the author?” “I didn’t look.” (In the ward 
library there was a book by Clark Russell, entitled, ‘‘ The 
Wreck of the Grosvenor.” It was cloth bound, but was 
covered by a dark gray paper.) ‘‘I remember Monday 
they took me out of the cell and put the handcuffs on me. 
I went to sleep on the way. When I reached the station 
the man [constable] gave me two cigars, a paper and some 
cigarettes. I think I went to sleep in the train. From the 
station we took a carriage and came here. That’s the last 
I remember.” ‘“‘Do you recall anything more about 
Tuesday?” “I talked with P. [a patient with hypochon- 
driacal depression] in the afternoon: He asked me if I came 
from Boston and I said, ‘ Yes.’ He said all the people 
there were rotten. I thought he was bug-house and let 
him alone.’’ ‘“‘ Remember having supper?’ ‘“‘ Yes.’ “ Re- 
member anything about Wednesday?” ‘‘I remember 
when I got up, I rubbed up the floor and moved the chairs 
around and talked with an attendant.”’ ‘‘ Was that before 
your wife came to visit you?” ‘“ Yes.” ‘‘ And then?” 
‘IT think I was there all the morning, and then my wife 
came about three o'clock.” ‘‘ Did you sleep?” ‘I think 
I slept Tuesday.” ‘“‘ How do you know?” “TI think I 
went upstairs and went to bed.” (The dormjtory is situ- 
ated above the sitting room.) “Are you sure of it?” 
couldn’t swear.”’ 

Third Experiment. Asked to try and recall the facts of 
his admission to the hospital. Listens to watch tick for 
three minutes. 
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What came to your mind?’ They weighed me Mon- 
day [correct]. And I think they searched me. They 
took my handkerchief, my hat, and a pair of cuffs. They 
asked me my name and then took me down into the hall. 
I don’t think I ate any supper that night.’’ ‘“‘ Did any 
doctor talk with you?’ ‘I remember seeing you. You 
came into the doorway and stood there a minute and walked 
out. Iwas taken to another place where they weighed me.” 
“* What did the first place look like?’ “‘ Oh, it was a great 
big room, and there was a desk and I sat down and wrote 
to my wife and told her to get my money at the place where 
I was working. I put down the address.” ‘“‘ What did 
the place look like where they weighed you?” “It was a 
room with a little hall way off. There was a desk there and 
a young fellow came in and sat down. This was where they 
searched me. I think that man [assistant] came in and 
talked with me Tuesday morning.” ‘‘ How did you happen 
to remember all this?” “‘I don’t know ; it seemed to come 
back to my mind.” ‘“‘ How?” “I did not seem to bother 
about anything else. Last night I stayed awake and 
tried to remember, but something else kept coming in my 
mind.”’ ‘“‘ Did it come back all at once?” ‘ No; little 
by little.” ‘‘ How does it all seem to you now?” “ Some- 
thing likea dream.” “ Is it as real as things you remember 
naturally?” ‘No, not as real.” ‘‘ How did the watch 
tick happen to bring the memory back?” “I did not seem 
to think of anything else. It seems almost like a dream, as 
though I dreamed those things.” 

He admitted that although the revived memories seemed 
dreamlike, yet, unlike a dream, the details were sharply out- 
lined,and he furthermore added that the proof that the occur- 
rences really happened to him, and were not dream memories, 
was the feeling that they seemed to be a portion of his own 
personality. A perimetric test of the visual field showed 
no limitation, either before or following the hypnoidal ex- 
periments. All the details of the revived memories were 
absolutely verified. 

In all the cases, the amnesia was a toxic one, developing 
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under the influence of alcohol, was sharply defined in its on- 
set, and at the time of its occurrence the patient was uncon- 
scious of the phenomenon. The dissociated memories were 
all sharply limited. In three of the cases, the amnesia com- 
prised the delirium; in the fourth, there was no disturbance 
of consciousness, but it developed after an episode of irri- 
tability with a forced, sudden cessation of alcohol. In 
Case I, a single hypnoidal state was sufficient for a com- 
plete and stable synthesis of the memory in its totality, and 
it, therefore, must have been but slightly submerged below 
the threshold of consciousness. For the other three cases 
repeated stimulation was necessary. The memory here did 
not return instantaneously by a process of continuous asso- 
ciation as in the first case, but was revived in isolated 
patches, which afterwards were connected and fused in 
chronological order. It was observed that in the deeply 
seated amnesias, the stop watch was preferable to the read- 
ing method for inducing the hypnoidal state, as it furnished 
an exceedingly monotonous and, at the same time, an accu- 
rately gauged form of stimulation. The most marked 
physical phenomenon, in connection with the amnesia of 
Case I, was the limitation of the visual field, a fact which 
had been already observed by Magnan and Bonhoeffer, as 
occurring in the height of delirium tremens. In our case, 
however, the delirium had subsided while the narrowing of 
the field of vision continued parallel with the amnesia. In 
our cases it seems fairly certain that the memory would 
never have spontaneously returned without the aid of some 
stimulus. This is evident from the cases of amnesia of various 
types which came under personal observation, and a review 
of the recent literature on the subject (Lithrman, Alzheimer, 
Strimpell, Cowles, Paul, Berger, Hess, Burnham), shows 
the same to hold true. Indeed, Hess has pointed out that, 
where there is an alleged spontaneous return of memory, 
this is merely apparent and simulated, the events being 
gathered from conversation with others. In Cowles’ case, 
with amnesia for a crime, the only spontaneous return of 
memory was a patch of dream-like recollection in the midst 
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of the act. The literature, however, affords a few examples 
in which the memory for an amnesic period was revived 
as the result of some stimulation, either in dreams or by 
experimental means (hypnotic or hypnoidal), or during a 
pathological mental state, either an hallucinosis or a de- 
lirtum. In a case of amnesia following a moral shock, 
Toulouse made an effort to revive the lost memories by 
automatic writing, distraction, and hypnotism, but all 
these procedures were in vain. He insisted on the in- 
variability of the amnesic field and asked the pertinent 
question: ‘“‘Have the memories completely disappeared 
or do they exist in a latent state in the subconscious?” 
This important question was fully answered by subsequent 
investigators, notably Naef, Cristiani, Bonhoeffer, and Sidis. 
In 1897, Naef published a remarkable case of a total, tem- 
porary retrograde amnesia of several months’ duration, 
which was completely cured by hypnosis. In this case 
alcohol was not an exciting factor, but in two later observa- 
tions of Cristiani and Bonhoeffer, the amnesia was of alco- 
holic origin. In the former, the memory of a homicidal act 
returned during a depressive hallucinosis; in the latter, 
the circumstances of an arson were recalled during an 
attack of delirium tremens which developed two days after 
the crime. Lately, however, by means of hypnosis and 
experimental distraction (the so-called hypnoidal method), 
Sidis has been able to effect a synthesis of various dissoci- 
ated mental states. I refer to the amnesias of epileptic and 
hysterical conditions and of alcoholic intoxications, mental 
dissociation in hysteria, functional psychoses, depressive 
delirious states, and functional motor disturbances, and, 
finally, the profound memory disorder as the result of trauma 
in the case of the Rev. Thomas C. Hanna. In discussing 
the disturbances of memory alone, it was shown by Sidis 
that amnesia does not imply unconsciousness, for the lost 
memories may be present, but submerged in the subcon- 
scious, in an intense, dissociated form. When the upper 
consciousness is drawn off, when its inhibitory influences 
are rendered weak or inert, these subconscious memories 
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surge up, break through the strata of the upper conscious- 
ness and become manifest. Sometimes they sink back 
again, but by continued stimulation a stable synthesis will 
be the result. Experimentally, this can be done in hypnotic 
or hypnoidal states, and physiologically fragments of lost 
memories surge up in dreams, only to sink wholly or partially 
back again in the waking condition. This latter occurred 
notably in the Hanna case, and in one of Janet’s cases of 
continuous amnesia. For details of this interesting work, 
the reader is referred to the original publications, the titles 
of which are given in the appended bibliography. One 
abstract must suffice; a case of mental dissociation in alco- 
holic amnesia, one of the series of cases in the ‘‘ Psychopath- 
ological Researches.”” The close resemblance of our cases 
is very evident. A middle-aged gentleman, previously a 
social drinker, inadvertently drank to excess within a short 
period of time, and, as a consequence, there developed an 
amnesia of three hours’ duration, during which period he 
executed many complicated acts, such as driving, walking 
about the streets, etc. The writer very justly says, “‘ The 
various things which he must have done must have been 
intelligent acts or otherwise they would have attracted 
attention and excited comment; the acts must also have 
been of too complicated nature to be designated as auto- 
matic. In other words, instead of being in a condition of 
unconsciousness, he must have been in a condition of other — 
consciousness, for which, in his ordinary waking state, he 
was amnesic.” By the hypnoidal method, however, the 
lapsed periods were entirely brought back, fragmentary 
at first, but finally completely synthetized in the order of 
their occurrence. The authors insist on the importance of 
careful studies of alcoholic amnesia, because of the large 
number of crimes committed for which amnesia is subse- 
quently claimed by the criminal, and of which he cites 
several examples from the literature. 

We see, therefore, that the memories of amnesic periods 
are not irretrievably lost, but merely exist in a diffused 
and dissociated form in the subconscious mental life. These 
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memories cannot return spontaneously, except in a very 
fragmentary manner in dreams, but by means of proper 
stimuli to induce distraction, they are capable of being 
fully revived and firmly synthetized with the upper con- 
sciousness. This can be accomplished in several ways,— 
either by hypnosis or by distraction of the upper conscious- 
ness as in the hypnoidal method, or in a subsequent delirium 
or hallucinosis, the two latter being a kind of pathological 
hypnoidal process, in contradistinction to the experimental 
variety. Of all these methods, the hypnoidal seems to be 
the most successful in its results, and the rapidity of the 
revival of the memories, so far as our cases are concerned, 
appears to bear a direct relation to the monotony of the 
stimulus. The memory may return in two ways, either in 
its totality without any disturbance of the time order, or, 
as is more frequently observed, there may be a synthesis in 
fragments, which later become completely fused in the 
order of the occurrence of the events. 
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ON THE CLINICAL DIFFERENTIATION OF THE 
VARIOUS FORMS OF AMBULATORY 
AUTOMATISM. 


BY J. W. COURTNEY, M.D., BOSTON. 


THE phenomenon under consideration is most apt to 
lend itself to clinical observation in the three following 
forms: the toxic,—as exemplified in alcoholism and 
dementia paralytica,—the epileptic, and the hysteric. 

With regard to the toxic forms, very little will be said. 
In the paralytic dement types, the mental and physical 
conditions found are so absolutely pathognomonic that 
diagnosis presents little or no difficulty, and the same state- 
ment is largely applicable to the alcoholic. In the latter 
actual physical signs in the way of pupillary and tendon 
reflex changes may be lacking, but there is usually no 
dearth of other indications that determine the diagnosis. 
Such cases almost invariably fall into the hands of the 
authorities and through this channel into those of the 
alienist. The alcoholic facies, the coated tongue, the icteric 
sclerz, the general tremulousness and the marked disorienta- 
tion as to both time and place, with ultimate return of 
memory, leave little doubt as to the exact nature of the 
etiologic factor at play. 

Far different, however, is the case of the individual who 
suddenly departs from his accustomed surroundings, walks 
or, in some way, journeys to a distance under the guidance 
of an apparently normal intelligence, maintains while there 
a course of action that in no wise impresses as peculiar 
either himself or the people with whom he comes in contact, 
and then suddenly or gradually experiences a complete 
change in his mental processes, which brings him to himself, 
so to speak, and annihilates practically all memory of what 
has transpired during the period of his fugue. 

In the older literature, as is well known, this phenomenon 
is practically always to be found under the designations 
123 
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‘“‘epilepsia larvata”’-and ‘‘ masked epilepsy,” but since 
Charcot’s time the attitude of certain clinicians toward the 
phenomenon appears to have undergone a radical change, 
and at present it seems to be their main endeavor to entangle 
it within the meshes of the capacious semiologic dragnet of 
hysteria. 

Broadly speaking, any endeavor which makes toward 
exact and clear-cut differentiation of one morbid condition 
from another is most commendable. On the other hand, 
there are morbid conditions in which the transcendental 
looms so large and between which the border line is so blurred 
and ill-defined that no amount of endeavor, however well 
and zealously directed, can lead to more than purely arbi- 
trary distinctions; but, curiously enough, this truism seems, 
for the most part, to have been lost sight of by certain 
writers who have attempted to dogmatize upon the clinical 
status of the phenomenon under consideration. 

In approaching either hysteria. or epilepsy from the 
pathologic side we have absolutely no dependable material 
data to guide us. We find ourselves at once hopelessly 
adrift upon a sea of speculation. Without the slightest 
exact knowledge of the factors at work, we ascribe, for 
example, the morbid psychic phenomena of epilepsy to 
inhibitory or irritative explosions within that portion of the 
cerebral cortex which presides over mental processes, and 
speak of the associated motor phenomena as the end result 
of perverted ideation. With equal sophistry we speak of the 
hysteric form as due to a disaggregation of mental processes, 
a doubling of the personality, a state of somnambulism. 
In other words, we establish pathologically a distinction in 
kind between the two types, which is identical with that 
which exists between tweedledum and tweedledee. 

It now remains to be seen whether the “ distinguo ” of 
the clinician is any happier or any more convincing from a 
semiologic standpoint. 

A review of the literature for the past fifteen years shows 
that individual experience with the phenomenon under 
consideration is not only relatively but absolutely limited, 
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and that even collectively such experience is not over- 
whelmingly great, a fact which tends to foster a healthy 
skepticism with regard to any broad clinical generalizations 
that may be advanced. 

At the Congrés International de Médecine Mentale, held 
in Paris in 1889, Voisin, in a paper entitled, ‘‘ Fugues incon- 
scientes chez les hystériques; automatisme ambulatoire. 
Diagnostic différentielle entre ces fugues et les fugues épilep- 
tiques,”” attempts, on the basis of less than ten cases, all 
hysteric, to differentiate in the following manner: 


He calls attention to the fact that in all his cases, during the 
period of the fugue, visual and motor images dominate the scene; 
that the patients perform acts which they have already per- 
formed in the waking state, and that they have thought about 
these acts, or have been preoccupied with them during the days 
preceding. He says furthermore that in all cases observed by 
him, the début of the fugue is marked by a feeling of suffocation 
on the part of the patient, which is accompanied by a deep in- 
spiratory movement and vertigo. Of these feelings, however, 
the patient, having returned to the waking state, has no memory, 
and it is necessary to hypnotize him to elicit a history of them. 
Continuing, this author says: ‘‘ These unconscious fugues, 
these scenes of ambulatory automatism, in a word, these 
changes of personality, last for a longer or shorter period of 
time. They last for several hours or several days, and no 
memory of this very peculiar existence remains with these 
patients once they have returned to their normal state. A page 
of the book of life has been torn out and no longer exists for them. 
To restore it a new attack must take place or the patient must be 
thrown artificially into the somnambulistic state. This ability 
to resuscitate these scenes by induced sleep is an absolute proof 
of the hysteric rather than the epileptic character of the phe- 
nomenon, for we know that an epileptic is hard to hypnotize. 
This element serves for differential diagnosis between the hys- 
teric and the epileptic fugue. 

‘“‘ The fugue may present itself under two forms: It may be of 
short duration and coincide with the vertigo, or it may be of 
long duration and constitute a veritable doubling of the person- 
ality. 
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“Vertigo is frequent among hysterics. It is almost always 
accompanied by propulsion, with a sensation of a ball in the 
throat and suffocation. The patient gives the impression of 
attempting to get rid of this suffocated feeling by walking, and 
very often we see the hand go to the throat, the region of the 
heart or of the ovary. This vertigo with fugue is also a dis- 
tinctive sign in the epileptic type, but the face of the epileptic 
is pale while that of the hysteric is rosy. In procursive epilepsy 
diagnosis is difficult at the onset, but even there, the face is pale 
and dull, the patient presents no sign of suffocation, and the 
termination of the attack with stertor, incontinence of fecal 
matters, and biting of the tongue removes all doubt as to the 
nature of the disease. 

“In the epileptic ‘ absence’ so-called, the face is pale, the 
eyes are usually rolled up convulsively and there is neither fugue 
nor suffocation. 

‘In the incomplete epileptic attack there is observed, indepen- 
dently of the pallor and dullness of the face, convulsions of a 
certain group of facial muscles, incessant repetition of auto- 
matic movements of the limbs, similar to those ordinarily gone 
through in the act of brushing, washing, etc., and at the same 
time there is heard a mumbling of certain words, always the 
same, and this incomplete attack often terminates with incon- 
tinence of urine, biting of the tongue, and a slight frothing at 
the corner of the mouth. 

“In the cases of fugues of long duration, one notices among 
hysterics, both method and coérdination in all their acts. The 
patient seems to be in a perfectly normal condition, judged by 
the orderliness of his acts, his bearing and his words. In him 
the change from the normal to the abnormal and back again is 
abrupt, the onset of the attack following directly in the wake of 
a suffocating feeling or a deep intake of the breath; cessation of 
the attack also following either this same latter phenomenon or a 
lucid lethargic sleep. In epileptics, on the contrary, agitation 
is commonly noticed, and most often violence. The patients 
frequently have terrifying hallucinations. They strike, break, 
and kill. In such cases we have before our eyes a veritable out- 
burst of rage, a true delirium, and we do not find the stigmata 
of hysteria. When the patient offers no violence, his face is 
pale and almost always dull; his acts are not well codérdinated. 
He wanders aimlessly about, seizes certain objects, and often 
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jostles persons who may be in his way. This epileptic fugue is 
almost always preceded or followed by a convulsive attack. 
This convulsive attack often takes place the night before, and 
the only indication of it may be the soiling of the bed. More- 
over. when sleep terminates the scene, this sleep is heavy, deep, 
stertorous, and prolonged, and when the patient comes to him- 
self, he is used up and unfit for work. These occurrences, by the 
frequency of their repetition, quickly lead to a mental failure on 
the part of the individual, a thing which does not happen in 
hysteria. 

‘“‘ Finally, in the epileptic fugues it is probable that the body 
temperature rises above the normal and the secretion of urea 
likewise, just as in the ordinary epileptic fit.” 


This article of Voisin is cited in extenso, not because it is 
relevant in its entirety to the matter directly under con- 
sideration, but because it states this author’s whole case, 
and has been cited by others holding identical opinions. 

Dr. Pierre Janet, in his extremely valuable work — “ Les 
accidents mentaux des hystériques ’’ — says (p. 291): ‘“‘ We 
insist particularly with this author [Voisin] upon the in- 
coérdinate, senseless character of the impulsive acts of 
epileptics. In our opinion, an automatism to be truly 
epileptic should be very short, senseless, and without in- 
telligent combination of the acts, as regards the circum- 
stances; whereas a complete fugue lasting for days on end 
and in which the subject talks and acts apparently like a 
normal person, seems to belong distinctly to hysteria rather 
than to epilepsy.” 

Pitres ‘ says: ‘‘ The epileptic doesn’t reason in his disease ; 
he loses consciousness suddenly and acts like an automaton, 
while the hysteric thinks upon and even carefully prepares 
his fugue.” 

Raymond,’ in a clinical lecture delivered at the Salpetriére, 
and entitled, “‘ Les délires ambulatoires ou les fugues,” thus 
expresses himself: ‘“‘ The complete fugue, composed of 
intelligent and coérdinated acts executed during a fairly long 
1 Cited by Raymond. 

? Gazette des Hépitaux, July 2 and 9, 1895. 
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-space of time and followed by amnesia, with return of 
memory later in the somnambulistic state, is for me a type 
of the hysteric phenomena.” 

Before taking up these diagnostic criteria for detailed 
discussion, I wish to note one other upon which Voisin lays 
considerable stress, namely, the treatment by bromides. 
In his opinion, if a case of ambulatory automatism is not 
benefited by this form of treatment, it should be relegated 
to the hysteric rather than to the epileptic category. 

In attempting to differentiate between the hysteric and 
the epileptic nature of the shorter fugues, Voisin seems to 
the writer to have fallen into the error of utilizing phenomena 
which are notoriously inconstant. It is undoubtedly true 
that in the hysteric form visual and motor images dominate 
the scene, that patients perform acts which they have already 
performed in the waking state, and that they have 
thought about these acts for some days preceding the fugue, 
but to say that this same combination of facts does not also 
obtain in the genuinely epileptic variety is to neglect the 
evidence furnished by carefully observed cases. Colman, 
for example, reports ' the case of an epileptic whose fugue 
regularly took the form of walking to a house which he had 
occupied three years before, the present occupants of which 
did not know him. After a short stay there he would go 
away and not recover consciousness for some time after- 
wards. In another case reported by this author? an 
epileptic fugue of twenty-four hours’ duration was the direct 
outcome of much anxious thought given by the patient to 
the search for money he had lost. Both of these patients 
responded favorably to the exhibition of the bromides. 

Whether or not epileptic patients are, with difficulty, 
hypnotizable, and whether or not it is only the hysteric who 
can be thrown artificially into a state of somnambulism 
and made to tevive the memories of his automatic acts, lost 
to him in the waking state, is an open question. From 
the repetition of the same apparently purposeful acts in 


1 Lancet, July 5, 1890, p. 14, 15. 
* Lancet, August 29, 1903, P. 593, 594- 
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successive epileptic automatic states it is logical to suppose 
that the epileptic is actuated by a subconscious ideational 
synthesis identical with that of the hysteric. Two facts 
support this contention: first, that many epileptics prior 
to the first unequivocal manifestations of their disease are 
confirmed somnambulists. This fact, in and of itself, shows 
that in such epileptics, at least, the habit of subconscious 
coérdination of mental processes is well established. The 
second supporting fact is to the effect that epileptics in the 
waking state are certainly extremely amenable to suggestion 
both from within and from without. As to their suggesti- 
bility during the attack, I can only say that in a case of my 
own,’ which was characterized by ambulatory and other 
automatic phenomena, I obtained, by suggestion, the pa- 
tient’s signature to a promissory note for $10,000. This 
was done while he was quite unconscious of his acts, and 
was followed by complete amnesia. 

With these facts in mind I, for one, am unwilling to accept 
the Voisin dictum that only hysterics can be made to recall 
the lost memories of their automatic actions in somnambu- 
listic states artificially produced. 

With regard to the purely physical phenomena which, 
for Voisin, characterize the beginning and end of the two 
varieties of automatism, there is very little need of special 
argument. The vertigo, feeling of suffocation, and peculiar 
inspiratory movement noted at the outset of the hysteric 
fugue, are also common to the epileptic, and hardly any of 
us would agree that the face is always pale in the latter 
form and rosy in the hysteric. As to the termination of the 
epileptic attack with relaxation of the sphincters, biting of 
the tongue and frothing at the mouth, experience teaches 
that only rarely do epileptics suffer from all of these acci- 
dents, and that a goodly number escape them altogether. 
We might even go farther and say that a certain number of 
genuine epileptics present the sensory and sensorial stigmata 
which are supposed by some to be the exclusive appanage of 


1 The Medical News, June 22, 1901. Psychic Epilepsy, with the report 
of a case. 
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hysteria. Gowers,’ for example, has found a general re- 
duction of the visual fields to a third afteran attack. Col- 
man ? tells of a patient who snapped both bones of the arm 
without pain, and Spratling * records a further case in which 
the patient recoiled a little when stuck with a pin, provided 
he saw the act; otherwise he hardly seemed to feel deep 


penetration. 


Coming now to the fugues of long duration, I will place in 
parallel columns thesymptoms upon which Voisin bases his 
judgment as to which category, hysteric or epileptic, a given 


case belongs: 


HYSTERIA 


Patients show method and 
coérdination in all their acts. 

They seem to be in a perfectly 
normal condition, judged by the 
orderliness of their acts, their 
bearing and their words. 

The change from the normal 
to the abnormal and back again 
is abrupt; the onset of the 
attack follows directly in the 
wake of a suffocating attack 
or a deep intake of the breath; 
cessation also follows such deep 
intake of the breath or a lucid 
lethargic sleep. 

Mental failure never follows 
attacks. 


EPILEPSY 


Agitation is commonly noticed 
and most often violence. Pa- 
tients frequently have terrify- 
ing hallucinations. They strike, 
break, and kill. We witness a 
real outburst of rage, a true 
delirium, and we do not find 
the stigmata of hysteria. 

When patient offers no vio- 
lence, his face is pale, and 
almost always dull; his acts 
are not well coérdinated. He 
wanders aimlessly about, seizes 
certain objects and often jostles 
people who may be in his way. 

This epileptic fugue is almost 
always preceded or followed by a 
convulsive attack. This con- 
vulsive attack often takes place 
the night before; the only in- 
dication of it may be the soiling 
of the bed. 

When sleep terminates the 
scene, this sleep is heavy, deep, 
sterterous and prolonged. When 
the patient comes to him- 
self, he is used up and unfit for 
work. 

These occurrences, by the 
frequency of their repetition, 
quickly lead to a mental failure. 


Just how recorded cases of genuine epileptic fugues of 


1 Diseases of the nervous system, 1893, Vol. II, p. 747. 
? Lancet, July 21, 1900, p. 128. 


3 Spratling, Epilepsy and its treatment, ed. 1904, p. 154. 
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long duration accord with the requirements set by Voisin 
now remains to be shown. I will not cite the well-known 
case of Charcot * because it appears not to be entirely free 
from objections. I will, in fact, make no attempt to cite 
all the cases found in the literature, but will take only such 
as I deem necessary to cover the point under consideration 
satisfactorily. 

Colman? cites the case of a telephone linesman whose 
ambulatory automatism lasted five days. During this 
time his acts were entirely free from violence and to all 
intents and purposes well coérdinated. On coming to him- 
self he experienced a violent headache, but no other bodily 
discomfort. He had never had a genuine epileptic seizure 
of the grand mal type, but had experienced previous ambu- 
latory episodes of shorter duration, from the first of which 
he came to himself with a half-startled feeling, as if awaking 
from a disturbed nap. He did not feel particularly ill and 
was able to return to his work the following morning.. This 
case responded favorably to the bromide test. In another 
case cited by this author, the only feeling experienced by 
the patient on coming to herself was one of weariness, and 
in a third, severe occipital headache and hunger. In the 
second case no actual fits preceded the automatism, but the 
patient was subject to occasional sudden attacks of mental 
depression which did not occur while he was taking bromide. 
The third case had never had any actual epileptic fits, but 
had had two alarming attacks of vertigo, on both occasions 
while being shaved, the head being well thrown back. 

Grandjean * reports a case which presented none of the 
symptoms of the common attacks of epilepsy, such as biting 
of the tongue, incontinence of urine, etc., but which was 
marked by long ambulatory automatisms during which the 
patient, according to the testimony of various people who 


1 Lecons du mardi; January 31, 1888, Vol. I, p. 112; February 22, 1889, 
Vol. II, p. 313, and March 5, 1889, Vol. II, p. 372. 

? Lancet, August 29, 1903, pp. 593, 594- 

3Un cas d’automatisme comitial ambulatoire. Rev. méd. de Suisse 
Romande, 1891, Vol. II, p. 354. 
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saw him while in these automatic states, conducted him- 
self in the most perfectly normal way. It was even as- 
certained that he wound his watch regularly while in the 
attack. In this case the cessation of the attack was marked 
by headache, great fatigue, and a total amnesia; hysterical 
stigmata were carefully looked for, but not found. 

Spratling ' records (p. 155 et seq.) a very striking case in 
which the patient, a confirmed epileptic, experienced an 
ambulatory automatic episode lasting twenty-eight days. 
“During this time,” says Spratling, “‘ the man traveled quite 
extensively in the West; visited his customers; wrote orders; 
sent telegrams; and engaged in various business transactions, 
that he afterward had no recollection of whatever. The 
only way that he could be convinced that he had done all 
these things was through reference to copies of all letters and 
orders he had written, and through daily entries in his 
diary, in which he had noted his condition with exactness 
and regularity, using a certain Greek sign to designate 
his epileptic attacks, as he did not want others to know 
that he was a victim of the disease.” 

Sweeney ? reports a case of a contractor, age forty-three, 
who had had attacks of grand mal at the age of eleven, 
but had since been free from motor epilepsy. On August 
11, 1902, he left his home to go to the town where he was 
engaged in erecting a building. He remembers boarding 
a train, but at this point recollection ceases. On September 
30, 1902, he came to himself while walking the streets of a 
country village; the houses looked strange and unfamiliar 
and the people he saw were wholly unknown to him. His 
clothes were old and worn, and he was wearing a full beard. 
He was much confused, and entering a store he asked the 
name of the town and date. He learned that he was in 
Medford, Oregon, and that the date was nearly two months 
later than the day he boarded the train at Colorado City 
to go to his work in the adjacent town. He at once wrote a 
letter to his wife, but it was with much difficulty that he 


1 Loc. cit. 
? St. Paul Medical Journal, March, 1904, p. 171. 
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could concentrate his thoughts, and he does not remember 
finishing it or mailing it, although subsequent events show 
that he did so. 

It appears that when this patient stepped off the train at 
Medford, about August 20, he asked for work from a carpenter 
who hired him atonce. He was set to work on some build- 
ings, and did, with promptness and ease, the task allotted 
tohim. Nothing strange was noticed in his behavior, except 
that he was rather taciturn and at times abstracted. At 
his boarding house he acted naturally, and nothing in his 
conduct suggested that he was not in full possession of his 
faculties. He talked but little, and then only of current 
events. He paid his board each Saturday night, and gave 
to the landlady the balance of his wages to keep for him, 
she having saved $90.00. 

Enough cases have been cited to show that the epileptic 
fugue of long duration may, in and of itself, differ in no 
way from the hysteric type as described by Voisin. We 
do not find in the cases cited any evidence of terrifying 
hallucinations or of deeds of violence. There is method 
and codérdination in all the acts performed. The change 
from the normal to the abnormal and back again was in 
certain ones abrupt, and in none was there any evidence of 
a convulsive attack preceding. Whether the face was pale, 
or the contrary, is not specifically recorded, and we do not 
actually know whether or not the sphincters were affected. 

On the general matter of the convulsive attacks which are 
claimed by Voisin to nearly always precede or follow the epi- 
leptic fugue of long duration, I wish to quote the following 
paragraph from Spratling’ (p. 171). ‘‘ From the number 
of attacks of this kind (psychic) which I have had the oppor- 
tunity of studying clinically in detail, I can say with quite 
firm assurance, that they were in no wise complicated with 
any other epileptic state or condition, the sudden loss of 
consciousness appearing in all in a sharp, distinct, clear-cut 
manner, without the shadow of motor disturbance in any 
degree in any part of the body.” 

* Loc. cit. 
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As to the mental failure which is supposed to follow in- 
variably upon a succession of attacks or the epileptic variety, 
I should like to point to acase of Spratling’s,’ that of a girl 
who was eight years of age when the attacks began and who 
averaged from 40 to 60 psychic seizures daily, for six years, 
when they began to decrease, appearing four or five times 
only in twenty-four hours, again disappearing completely 
for days at a time. Notwithstanding all these, she de- 
veloped naturally, mentally and physically, grew strong 
and robust, and at the age of fourteen showed every pros- 
pect of becoming rid of the seizures entirely. 

In summing up the evidence furnished by the material 
before us, the conclusion which presents itself most strongly 
is, that the epileptic fugue, in and of itself, presents no 
peculiarities which distinguish it clinically in many cases 
from the hysteric fugue, and that in the face of this fact 
diagnosis between the two conditions should never be at- 
tempted on the basis of this phenomenon alone. 

As Heilbronner? says in his very interesting and com- 
prehensive article, ‘‘ Ueber Fugues und fugue-ahnliche 
Zustande,”’ it is not from consideration of single phe- 
nomena, like these fugue conditions, that we are able to keep 
a true perspective in diagnosis, but rather from a thorough 
study of the habitual condition of patients, both from the 
clinical and the forensic standpoint. 


1 Loc. cit. 
? Jahrbucher fiir Psychiatrie und Neurologie, Vol. XXIII, I and II, 


Heft, p. 107 et seq. 


HYPOCHONDRIACAL MELANCHOLIA 
RUSSIAN SOLDIERS.* 


ON 


BY DR. SERGIUS SOUKHANOFF, 
Privat Docent at the University of Moscow. 

SEVERAL years ago, Dr. Stchegloff drew attention to the 
fact that mental affections occurring in soldiers are, in the 
main, not typical. Dr. Chaikevitch has confirmed the 
fundamental conception of Dr. Stchegloff, and has come 
to the conclusion that among soldiers many cases are 
encountered in which there is noticeable in the patients a 
state of depression, associated, in some instances, with a 
condition of stupor. To indicate these particular psychoses, 
Dr. Chaikevitch employs the term, ‘‘ Depressive-stuporous 
psychosis.”” I may remark that the name, “ depressive- 
stuporous psychosis,’”’ is likely to give rise to error, and to 
appear to be a collective term. All the. forms, however, 
which bear this denomination should be distributed among 
the clinical groups which have been already well established. 
None the less, I concur, in the view point of the military 
physicians who maintain that among soldiers afflicted with 
psychic maladies, many cases are met with wherein a state 
of depression is noticeable. For myself, a physician having 
to do with non-military patients, the fact has been note- 
worthy that among soldiers stricken with mental maladies, 
one can often observe a state of depression; and among 
these depressed patients we must accord first place to those 
suffering from melancholia. Whether it be an occasional 
occurrence or not, I am unaware, but up to the present 
time we have met with cases of melancholia which were 
not very typical; in fact, we have seen melancholia with 
obsessive ideas, alcoholic melancholia, delirious melancholia 


1 From the hospital for soldiers with mental disease. Director, M. 
Lakhtine, Privat Docent. 
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with self-accusation for sexual crimes, and reasoning melan- 
cholia; but we have not here met the typical picture of 
melancholia, nor have we observed melancholic dysthymia. 
Let us approach the principal theme of our communication, 
namely, hypochondriacal melancholia. 

Since they have been more numerous here than the other 
varieties, we have observed five cases of hypochondriacal 
melancholia. It is, therefore, worthy of note that among 
the soldiers treated in this hospital, and presenting melan- 
cholia of varied type, cases of. hypochondriacal melancholia 
predominated, and it is furthermore necessary to state that 
the hypochondriacal melancholia in the patients observed 
here differed from the ordinary typical hypochondriacal 
melancholia which one observes in non-military patients. 

Indeed, the complaints of our patients were, upon the 
whole, very uniform; for example, the patient complains 
of having pain in the abdomen; he will repeat the same 
thing day after day; what he related to you yesterday, 
that he will reiterate to-morrow, for it is always the same 
story. In the construction of his hypochondriacal ideas he 
manifests astonishingly little initiative, and localizes his 
painful and disagreeable sensations in some definite region. 
One of our patients complained of painful sensations in the 
abdomen; another, of pains in the head; a third, of pains 
in the chest; a fourth, of pains in the region of the xyphoid 
process of the sternum, while a fifth patient once maintained 
that his lower extremities distressed him, where there was 
a wound in the region of the thigh. In none of these cases 
of hypochondriacal melancholia did the painful and dis- 
tressing sensations correspond to the facts elicited by objec- 
tive examination. As regards the patient whose lower 
extremity was wounded, his complaints were at one time 
undoubtedly exaggerated; for example, he asserted that 
pus flowed from his wound, while the latter was even then 
already cicatrized. So preoccupied was he with the disa- 
greeable sensations in his lower extremity, that he sometimes 
begged to have it amputated, although such a procedure 
was not necessary, as was subsequently confirmed by the 
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satisfactory healing of the wound. He was, at times, 
somewhat talkative, and rather liked to speak of his sick 
limb. 

The other soldiers suffering from hypochondriacal melan- 
cholia presented, on the contrary, a striking apathy; they 
were not loquacious, and were less active; furthermore, 
they complained in an uniform manner of pain and ennui,’ 
and declared that they had pains in some definite region of 
the body. 

The ordinary civilian patients preserve their conscious- 
ness clear in hypochondriacal melancholia. In them one 
may notice pain and hypochondriacal ideas, while fragmen- 
tary hallucinations and illusions may appear under the stress 
of emotion. Under the influence of fear for their health, 
the field of their consciousness may narrow and become, for 
a time, only slightly obscured. In hypochondriacal melan- 
cholia in soldiers, on the other hand, consciousness not 
only becomes restricted, but there also appears at times a 
rather erroneous appreciation of what is going on in the 
environment, all of which is noticeable in the course of a 
certain period. Such patients, apparently, are capable 
of having hallucinations and illusions, more or less definite, 
although their consciousness is not profoundly disturbed, 
and remains comparatively well preserved. 

Since hypochondriacal melancholia is more often met 
with in soldiers, than the other forms of acute melancholia, 
it is pertinent to inquire, To what is this fact due? That 
it isan occasional phenomenon I am not inclined to believe, 
but I assume the necessity of establishing the predominance 
of hypochondriacal melancholia in the melancholic soldiers — 
whom we have observed in this hospital. To the end that 
we may approach this question upon its merits, and analyze 
it as scientific clinical psychiatry demands, it is necessary 
to elucidate certain questions bearing upon it. 

In the first place, we are confronted with the fact that 
hypochondriacal melancholia develops by preference in 
soldiers called from the reserve and not very young. Asa 
matter of fact, we have not up to the present time met a 
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single case in which hypochondriacal melancholia has oc- 
curred in a soldier fulfilling his military duties for the first 
time; and even if we should, in the future, chance to meet 
such cases, that certainly will not militate against our 
supposition that hypochondriacal melancholia develops 
preferably in soldiers called from the reserve. 

Secondly, those patients who presented the picture of 
hypochondriacal melancholia had, in a large majority of 
cases, taken a recent part in military activities, that is to 
say, they had participated in combat. One of the patients 
in this category was, as I have already said, wounded by 
a ball in the leg, while another patient had fallen into a pit, 
and had received an injury in the region of the xyphoid 
process of the sternum. The existence of cases of this sort, 
when the patient has not participated in combat, as- 
suredly does not speak against the fact that hypochondriacal 
melancholia occurs by preference in soldiers who have 
played their parts in combat. I do not, by any means, affirm 
that it is evolved exclusively in these two conditions, but 
I may be permitted to call attention to the predominance of 
this form of melancholia, under the given conditions; and 
here the idea presents itself that perhaps hypochondriacal 
melancholia is found in more intimate connection with 
active participation in combat. 

We may surmise that war, as such, sometimes appeared, 
in the soldiers taken from the reserve, to be the proximate 
cause of hypochondriacal melancholia; but, no doubt, the 
part played by individual predisposition should not be dis- 
regarded. In fact, it is necessary to believe that only those 
soldiers who had already within them the predisposition to 
hypochondriacal melancholia subsequently developed that 
affection. It is quite possible that if these persons had not 
been called from the reserve into active service, if they had 
not engaged in war, they would not have been stricken 
with this affection, but would have continued in the en- 
joyment of health. Such a view is altogether hypothetical. 
For to prove it definitely would seem to be quite impossible, 
since the causes of many maladies, among them melancholia, 
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remain still insufficiently elucidated. To maintain that in 
these patients with hypochondriacal melancholia, war is 
the only cause, would be both unjust and unscientific. 
This cause has served merely to evoke the manifestation of 
morbid elements, which had already germinated in the 
organism of the subject himself. 

In order to say with assurance that recent participation 
in war-like combats was, in our cases, one of the principal 
causes of hypochondriacal melancholia, it is essential to 
inquire whether or not this form of mental trouble is found 
in soldiers in time of peace. Moreover, it is interesting to 
know whether it affects young soldiers called to military 
service after the age of twenty-one. I cannot answer this 
question, because hitherto I have had no experience with 
soldiers, the victims of mental alienation. Our desire for 
knowledge of this sort might have been satisfied by the 
military physicians, who observe such patients in time of 
peace. If it were demonstrated that hypochondriacal 
melancholia is, then, scarcely observed at all, or, at most, 
very rarely, —- which I consider hypothetically quite pos- 
sible, —- it would serve to confirm our supposition that the 
appearance of hypochondriacal melancholia is concomitant 
with active participation of the patients in war. 

Nor is this all; the cases of hypochondriacal melancholia, 
which we have observed here, appeared in subjects whose 
intellectual development was slight, and whose mental 
horizon was more or less contracted. Hence, if we are to 
support our contention that hypochondriacal melancholia 
develops preferably in soldiers called from the reserve, that 
is to say, in soldiers who are not young and who have partici- 
pated in combat, it is essential to show that this affection 
is not often encountered among the common people, in 
individuals of slight intellectual development. Upon this 
point we might have been helped by the study of psychic 
patients living in isolated countries where culture is im- 
mature, and life simple, uniform, and monotonous. We 
have occasion to see in Moscow patients occupying different 
social positions, and among others, persons of the common 
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people possessed of little intelligence; but among these 
patients I cannot recall having seen such cases of hypo- 
chondriacal melancholia as I have had occasion to study 
in the soldiers in this hospital. Neither am I acquainted 
with any investigations by alienists in the Provinces, 
wherein they have pointed out the predominance of just 
such hypochondriacal melancholia as we have noticed here. 

All these factors justify my belief that hypochondriacal 
melancholia is observed principally in soldiers called from 
the reserve, and who have taken part in combat. 

It is important to add, furthermore, that in all our cases of 
hypochondriacal melancholia the disease manifested itself 
for the first time, for previously the patients had suffered 
from no psychosis whatever. We regarded them, to judge 
from their conversation, as individuals in excellent psychic 
condition, and it would be interesting to study more in 
detail their precise characteristics, antedating their illness. 
A point to be remembered is this, that in ordinary hypo- 
chondriacal melancholia occurring in non-military persons, 
for example, in women, we observe that the malady from 
the view point of mental pain developed at a definite time, 
and simultaneously there arises an augmented fear for their 
health, and a dread of all sorts of grave physical maladies. 
But an attentive questioning of the patient discloses the fact 
that even before this time, before the appearance of the 
+ indisposition, she suffered from an exaggerated impression- 
ability, scruples, etc. Consequently, there was, even before- 
hand, an inclination to hypochondriacal ideas, which were 
merely aggravated with the onset of the disease. 

Concerning our patients with hypochondriacal melan- 
cholia, it must be said, that since they were not very 
loquacious, it is difficult, in a general way, to say what their 
character really was. This point is all the more difficult 
of solution because we had to do with individuals of little 
intelligence, persons not accustomed to self-observation. 

The duration of hypochondriacal melancholia in our 
patients was unequal; in some it terminated with marked 
amelioration, or perhaps even cure, some months after its 
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first appearance, while in others it was more continuous, 
being prolonged for an indefinite period, and one cannot 
say even approximately when such a patient will recover. 

In a general survey of the cases of melancholia in this 

hospital we may note, that, hypochondriacal melancholia 
aside, various other types are encountered; but these forms 
are apparently not so frequent as hypochondriacal ‘melan- 
cholia. It is difficult to establish any definite nexus between 
these types of melancholia and a sojourn in the far East; 
for example, a patient with reasoning melancholia stated 
that he had been suffering beforehand, and that he was 
already distressed when he was called from the reserve into 
service. In another instance, where melancholia was ac- 
companied by very marked obsessions, it was evident to us 
that these symptoms already existed in the patient, although 
they were less in degree. They arose in his childhood, and 
were an expression of a pathological neuro-psychic organiza- 
tion. 
In still another case of alcoholic melancholia, we came 
upon so grave a cause as chronic alcoholism, one episode 
of which was the use of Chinese brandy of a very bad 
quality, and here, again, we cannot say that war in itself 
has played the part of the principal exciting cause of the 
melancholia. One of our soldiers suffering from melan- 
cholia with hallucinations, and presenting delirium of self- 
accusation for sexual crimes, gave rise to the question 
whether there was, perhaps, a pre-disposition to mental 
trouble, since he was one of our distressing and prolonged 
cases. It is difficult to decide here just what réle his sojourn 
at war in the far East has played. 

Studying the cases of melancholia presenting a state of 
light stupor, we cannot arrive at any definite conclusion, 
but it is important that we keep in mind the fact that in all 
the cases above referred to, excepting the cases of reasoning 
melancholia, the morbid modification of the emotional state 
and the appearance of mental distress manifested them- 
selves in the far East, and developed in those who had not 
previously suffered from melancholia. This points to the 
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fact that a sojourn in the far East had a certain significance 
in the cases in question. 

In conclusion, I wish to draw attention in particular to 
the appearance of hypochondriacal melancholia in our 
soldiers, and to the fact that it was observed preferably, 
though not indeed exclusively, in soldiers who had been 
called to war from the reserve, and who had participated 
in combat. 


ABSTRACTS. 


Are There Hypnotic Hallucinations? By Dr. Boris Sidis, 
** Psychological Review,” July, 1906. 

This is a timely experimental study and one that ought to 
stimulate the study of these hypnotic phenomena afresh. Dr. 
Sidis starts out by asking the question whether, when it is 
suggested toa subject in hypnosis that he shall have an halluci- 
nation, or that he should have it later as a post-hypnotic phe- 
nomenon after awakening, — that he shall see a watch, or a 
dog, or a snake, — whether it is a real hallucination which the 
subject experiences, and not a delusional belief or even kindly 
assent to please the experimenter. The author judicially points 
out that “‘ we rarely find in the whole literature of the subject 
that any of the writers should even as much as refer to the ques- 
tion of the validity of the hypnotic hallucinations. The hypnotic 
subject accepts the experimenter’s suggestion, and the experi- 
menter takes the subject’s honest word. The trust is mutual.” 

Dr. Sidis, after further insisting that we must be constantly 
on our guard and carefully sift the evidence, states that after 
many years’ experience a doubt began to arise in his mind in 
regard to the validity of the hypnotic hallucination, and that 
finally he came to ‘the conclusion that the hallucinations 
hypnotically suggested are not genuine,” indeed that ‘‘ there is 
no hypnotic ha!lucination in the strict sense of the word.”” This 
conclusion, sweeping as it is, is based both on the author’s 
theory of the mechanism of an hallucination and on certain experi- 
mental observations which he carried out to test the point. The 
author states he has made a large number of observations and 
gives, with more or less detail, those made on five subjects. 
To the first subject (F.) it was suggested that an hallucinatory 
watch would be seen on waking from hvpnosis. Though the 
subject claimed to see the watch correctly, it was found that 
it was not seen in any one fixed position, but wherever he turned 
his eyes, a result which, in the author’s view, shows the fictitious 
character of the hallucination. 

With the second subject (H. R.), a series of experiments in 
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color hallucinations was made. It was concluded that (as 
after-images) the proper contrast color, and, in mixing hallu- 
cinatory colors, the proper mixture were seen only if the subject 
knew what color was wanted. 

The third subject (N.), to whom it had been hypnotically 

suggested that after waking he should see a series of scenes from 
his former life, when asked if he really saw the scene in the bowl 
of water, replied, ‘‘ No, I see it in my mind; I have it all in my 
mind.” 
_ The fourth subject (R. D.) described his hallucinations 
(hypnotic? or post-hypnotic?) as ‘‘ mental pictures,’’ as ‘‘ audi- 
tory memories which lack exteriority, are not located in space,” 
and as “ fixed ideas.” 

Theobservations with the fifth subject are recorded with most 
detail: To the subject (M.) in hypnosis an hallucinatory watch 
after waking was suggested. As a result he claimed to see the 
watch (though he did not look where the watch was supposed 
to be) and “ subconsciously ’’ through automatic writing his 
hand wrote, ‘‘ Yes, I see the watch,” and in another experiment, 
“‘ I see a flower.”” But when Dr. Sidis said emphatically to the 
subject in hypnosis ‘‘ Look here; I want you to write what you 
really see, not what you do not see,’’ after waking the hand 
wrote automatically, ‘‘ I do not see anything,” though the subject 
claimed that he saw the watch. Likewise when the subject 
claimed to see three real watches (there being only one real 
watch present) the hand wrote “ one silver watch, real, the other 
golden, not real; nothing there.” Likewise in regard to sug- 
gested hallucinations of his wife and child the hand contradicted 
his assertions by writing, ‘‘ I mean that I see my child in my 
mind only, but ‘in honest’ I don’t see anything.”” The same 
assertion was made subconsciously about a snake. When the 
subject learned of his automatic writing, and ‘‘ became fully 
aware that he was being entrapped, he once more began to claim 
in automatic writing the actuality of the suggested hallucination.” 

With subjects generally the author states that in experiments 
with contrast-colors (after-images) and in mixing hallucinatory 
colors the correct after-image or mixture is given only when the 
subject is sufficiently informed to know what the correct color 
should be. It is thought to be significant that if the subject is 
asked which watch he prefers, the real or hallucinatory one, he 
will select the latter. 
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Dr. Sidis concludes that “the alleged hypnotic or post- 
hypnotic hallucination is not at all of the nature of an hallucina- 
tion, it is a delusion.’’ ‘‘ The subject believes that he perceives,” 
and being under this “‘ delusion, tries to convince us of the reality 
of his belief.” 

Dr. Sidis argues, on the basis of his own theory, that it is 
impossible for an hallucination to be excited centrally by an idea. 
According to his theory hallucinations always have a peripheral 
origin. Being sensory percepts they can only be excited 
through the sensory channels. An idea, a belief, can no more 
originate a percept than can the sensation of red be transformed 
into the sensation of blue. For an exposition of the author’s 
theory of hallucinations the reader is referred to the original 
article. The conclusion of the author that the hallucinations 
in his observations were not true hallucinations, but rather 
delusions, if not fake phenomena, is undoubtedly correct, and 
his studies are important as calling attention to the danger of 
accepting credulously the statements of subjects regarding their 
mental state in such experiments. Nine out of ten observers 
would probably have accepted such statements on their face 
value. Few authors have taken the precautions to analyze the 
evidence for the validity of hallucinatory phenomena produced by 
suggestion. Yeta rigid critic might take exception to some of the 
conditions of Dr. Sidis’s experiments and to the sweeping char- 
acter of his generalization. It could be well argued that Sidis’s 
cases were ordinary failures, and the fact that his subjects 
obligingly assented to describe their phenomena as real visualized 
objects, does not negative the reality of the visions in others. 
Then, again, the subconscious recognition, expressed by auto- 
matic writing, of the falsity of the hallucination does not prove 
that the “ personal (waking) consciousness ’’ does not have an 
hallucination. On the contrary, observations are on record 
showing that subconsciously a person may recognize correctly 
the environment, though the personal consciousness is 
hallucinated or delirious. The fact that subconsciously by auto- 
matic writing, the subject first claimed to see a watch, etc., and, 
later, after being warned not to write what he did not see, said 
he did not see anything, is open to another explanation. Expe- 
rience shows that the subconscious self uses the pronoun J 
indifferently for the subconscious mental complex and for the 
personal consciousness. Now it might be claimed that the 
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automatic writing may first have referred to the personal 
consciousness and after the reprimand to the subconscious 
“‘ personality.’””’ I have known this different usage of the 
pronoun to occur and thereby cause considerable confusion. 
Or it might be argued, that the reprimand acted as a 
counter suggestion and directed the hand what to write. All 
these subtleties have to be taken into consideration in dealing 
with such a delicate mechanism as that of thought. 

In generalizing from the results of his own observations, and 
denying the possibility of an idea or belief exciting an hallu- 
cination, Sidis takes his stand on his theory of hallucinations. 
Yet facts must count more than theories, and what is required 
is that his observations should be repeated on a larger scale. 
Sidis truly says ‘‘ a suggestion, even in an hypnotic state, however 
deep, can do no more than a very vivid persistent idea can do 
in the waking state.”” But there is already accumulated much 
evidence showing that suggested ideas can give rise to true 
hallucinations. For instance, crystal visions and hypnogogic 
hallucinations are true hallucinations and they do, or may, 
arise from, conform to, and represent the content of ideas (mem- 
ories), whether conscious or subconscious. Religious halluci- 
nations, too, are plainly excited by the subject’s belief. Dr. 
Sidis thinks that the reason why writers have not challenged the 
validity of suggested hallucinations is ‘“‘ because of the dubious 
assumption of the central origin of hallucinations, an assump- 
tion still current among psychologists, and especially among 
psychiatrists.’’ But it may be questioned whether it is not the 
influence of his own theory that has forced Dr. Sidis to take 
the extreme, opposite view. At any rate, as I have said, his 
observations are timely and important, and, in showing the 
falsity of supposed hallucinations in his own cases, he will 
compel, in the future, all alleged phenomena of this kind to be 


put to a rigid analysis. 
PRINCE. 


Alterations of Consciousness in Epilepsy. Dr. Marchen. 
““Monatsshrift Psychiatrie und Neurologie.”” Bd. XVII, 
Heft I, January, 1905. 

Dr. Marchen describes a case of alteration of consciousness 
which on account of the aura and family history he regards as 
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epileptic. Epilepsy is one of those convenient categories under 
which the average medical man classifies the more difficult and 
problematic phenomena of mental life. The case is interesting 
from a medico-legal point of view as well as from that of abnormal 
psychology, being an example of the secondary psychical life 
which may make up the mental status of ambulatory automa- 
tism. Even if the case be correctly diagnosed as one of the 
states of the epileptic entity, it is still, from a psychological 
point of view, one of altered personality. 

According to the patient’s account his mother and two sisters 
suffered from “‘ fallende Krankheit.’’ When eight years of age 
he was knocked down, and since then he had suffered from head- 
aches and had poor memory in school. He was also very 
sensitive to alcohol, he could not stand such a small quantity 
as four glasses of beer. There were in other respects no mental 
or nervous disturbances; he kept regularly at work. The 
death of his mother was the first occasion of the first attack 
of ‘‘ double consciousness.” Then the patient found himself in a 
forest some distance away from his home and did not know 
how he came there. Three months later he had a similar 
attack with total amnesia. Then the lapses of consciousness 
followed in quick succession. 

The attacks set in with an aura of malaise, headache, buzzing 
in the ears, disturbances of vision, anxiety, and palpitation of 
the heart. Once, for instance, he fell down and thought he was 
dying. After a series of such attacks he found himself in prison 
and had no idea how he came there. During the attacks the 
patient led quite an adventuresome life, carried on transactions, 
and stole a bicycle, but gave his correct name and address. He 
traveled on the bicycle, looking for new adventures, and was 
finally arrested. His account of what he had passed through 
was confused and contradictory. During his imprisonment 
the patient suffered from paresthesia and severe headaches. 
The physician who at this time took care of the patient claimed 
that he observed tremors of the extremities and in consequence 
diagnosed the case as epileptic ‘‘ Dammerzustande ’’ (twilight 
consciousness). At the time of sentence the patient had a 
maniacal attack, hit his head against the door and tore his 
clothes. He was then transferred to another place for obser- 
vation and while there was found to suffer from total amnesia. 
He was then sent home and while at home had a series of similar 
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attacks during which he committed criminal acts and, as usual, 
was amnesic, when brought for sentence for his criminal acts. 
Dr. M. thinks the case is of an epileptic character, although he 
himself did not observe the patient during the attacks. It 
is an excellent illustration of the insufficiency of the conventional 
medical methods to determine the psychological condition in 
such abnormal mental states. Only by a thorough psychologi- 
cal analysis as developed by students of abnormal psychology 
can the true pathology of such cases be made out, whether 
they belong to the class of epileptics or to other forms of disso- 
ciated consciousness and automatisms. 

PRINCE. 


The Phenomenon of the Already Seen (Déja Vu). By Dr. Pierre 
Janet. ‘“‘ Journal de Psychologie Normale et Pathologique,”’ 
July-August, 1905. 

In his introduction to a new handling of the vexing psycho- 
logic problem involved in that singular illusion — the already 
seen — Dr. Pierre Janet deplores the exaggerated attention 
given to it by psychologists as an isolated phenomenon. He 
believes that in its study, as in that of many such phenomena, 
there is need of more clinical observation and less philosophy 
and theoretic psvchology. The symptom should not be isolated 
and considered in an abstract way, but should be viewed in its 
true milieu among others of like complexion. 

Perhaps the first formally expressed description of the phe- 
nomenon under consideration is that of Wigan (1844): ‘It 
is,” says this author, ‘“‘a sudden impression that the scene 
witnessed on the instant has formerly passed before our eyes, 
with the same persons seated in exactly the same positions and 
expressing the same ideas in the same terms. The poses, ex- 
pressions, gestures, intonations, all seem to be recalled, to come 
to our attention for the second time.” 

Janet considers this formula too precise, and observes that 
discussions of it have dealt overmuch with its theoretic inter- 
pretation, without concerning themselves sufficiently with its 
exactness, or pausing to consider if the problem may not be 
insoluble. 

Under Wigan’s formula the illusion of the “‘ already seen ”’ 
is established as a matter of genuine recognition. This implies 
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the existence of two series of phenomena, — the one actually at 
hand and furnished by present perceptions, the other representa- 
tive in character and supplied by memory. 

Certain writers viewed the “ already seen’’ as a matter of 
recognition in the above sense and endeavored to find in it the 
two series of phenomena required for true recognition. The 
first, the perception of the situation actually existing, was not 
far to seek, and, as it was considered normal, was given no further 
study; the second, bizarre and absurd. Since it had no pre- 
vious situation to which it corresponded, was assumed, labelled 
pathologic and made a disease of memory. The difficulty was 
to explain how this second pathologic image was formed. 
Out of this arose the so-called intellectualistic theories. The 
formation of the second image was explained in various ways: 
as real memories wrongly interpreted, forgotten phenomena, 
dreams, reveries, a difference between sensations and percep- 
tions, subconscious phenomena, the activity of so-called polyg- 
onal centers, the independent action of one cerebral hemisphere, 
telepathy even. 

The fatal defect in all these theories is that they introduce 
purely imaginary and unsubstantiated phenomena. 

Other writers, Ampére and later Hoffding, James, and Bergson, 
dissatisfied with these interpretations, endeavored to utilize 
others, based upon the fact that in very elementary recognition, 
requiring but little intellectual effort, the vague feeling of famil- 
iarity and facility which accompany habitual perception play 
an important réle. Hence they set up what might be termed 
impressionistic theories of the “‘ already seen.” In these the 
difficulty of explaining the formation of a second image is over- 
come. There is no second image; the disturbance lies in the 
perception itself; we deal with a disease of perception, the 
latter being modified in such manner as to give to the patient 
the impression and feeling which ordinarily accompany the 
perception of objects already seen and recognized. 

These newer theories have one advantage in that they are less 
hypothetical, but they lack precision; as Janet says, they ex- 
plain a vague feeling of familiarity and facility in perceptions, 
but they do not explain the recognition, properly so-called, of 
an object which one claims to see for the second time. The 
memorial factor, a sine qua non in true recognition, is absolutely 
neglected. 
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It is not at all surprising that Janet, or anybody else for that 
matter, should turn from this hopeless maze of theoretic diffi- 
culties to the clinical side of the problem, — but even there it 
is not all plain sailing. There is danger of attributing too 
much importance and precision to the very conventional ex- 
pressions by which patients attempt to make known their 
troubles of consciousness. In certain cases the apparent 
illusion of the “‘ already seen ’’ is in reality a delusion, as in the 
interesting case of M. Arnaud cited by Janet. In a second class 
of cases it is stripped entirely of the spontaneity that should 
characterize it and results from an argumentative process 
which the patient carries on with himself in the face of a given 
set of conditions. In still a third and rather extensive class the 
illusion is the result of pure suggestion. 

If we eliminate these three classes of cases in which the “ al- 
ready seen ’’ occurs only as an artefact, so to speak, we still 
have left two clinical. conditions in which the phenomenon is 
encountered in its purity: epilepsy and psychasthenia. Its 
association with the latter condition is the more interesting 
because there it forms one of that rather extensive group of 
phenomena which signalize the loss of the function of the real. 
In this connection Janet regards the illusion of the “ already 
seen ”’ as the result of a disturbance of the psychologic functions 
which have to do with concrete and present realities. The 
person experiencing the illusion lacks — to use a freshly minted 
word — the power of presentification, of bringing the present 
environment clearly before the mind. For such a person all 
reality is but a dream; there is an illusoriness attached to every- 
thing concrete and present in the world about him. 

Studied as Janet thus studies it the illusion of the “‘ already 
seen,’’ acquires a real semiologic value and is removed from the 
realm of theoretic psychology. To have advanced the solution 
of an extremely knotty problem to such an extent is a signal 
achievement, and one which clearly proves the superiority of 
clinical observation over philosophic abstraction in dealing with 
such a proposition. 

The writer still believes, however, that the illusion of the 
“** already seen ”’ as formulated by Wigan may occur as an episode 
in the life of the most normal individuals and that such episodes 
have absolutely no clinical significance whatsoever. 
CourRTNEY. 
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A Biological Theory vf Sleep, by Ed. Claparéde. Geneva. 
1905. (Reprinted from the ‘Archives de Psychologie,” 
Tome IV.) 

The biological method is of paramount importance in the 
investigation of vital phenomena, since it concerns itself with 
the reason why a certain phenomenon occurs, rather than with 
the mechanism of its occurrence. 

On this account the recent theory of Claparéde is of interest. 
He sets for himself this problem: Why is sleep produced? What 
is its significance to the organism, and how is it related to other 
organic activities? Reviewing the physiological theories of sleep, 
he rejects them, because in his view of it, those theories based 
upon anemia of the brain, hyperemia of the brain, retraction of 
neurones, and so forth, predicate conditions which, even if true, 
may just as well be the results as the causes of sleep; and, more- 
over, they would leave unsolved the question as to why there 
should be a periodic anemia, hyperemia, or neuron retraction. 

Having set aside the physiological explanations of sleep as 
being inadequate, the ‘author turns to the consideration of 
the chemical theories which endeavor to explain sleep as result- 
ing from the action of toxic substances, the accumulated products 
of fatigue, upon the nerve cells. These, too, he finds wanting in 
so far that they do not explain the facts. Sleep has nothing in 
common with states of intoxication; it is not parallel with 
fatigue, because indeed fatigue rather produces insomnia. 
Furthermore, sleep may be voluntarily postponed and volun- 
tarily induced; it may result from suggestion, and varies in its 
intensity and duration in different animals,— all of which 
facts fail of explanation on the supposition that sleep is the 
expression of toxemia. 

The weak point of both these physiological and chemical 
theories is that they regard sleep as a merely passive result of 
physiologic or chemical changes. Sleep is thus a negative state, 
the cessation of all activity. Now, from the biological point of 
view, sleep is to be looked upon as a positive function, rather 
than as a cessation of activity. The author enters into an ex- 
amination of the part played by sleep in the lives of different 
kinds of animals, particularly in their relation to their environ- 
ment, and comes to the conclusion that sleep is a function of 
defence, having for its purpose the protection of the organism 
against fatigue; hence the need of sleep is felt before fatigue 
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sets in. This instinctive adaptation is absolutely necessary 
in the struggle for existence, because by it the animal is guarded 
against carrying its activity to the state of fatigue. 

On analysis, the function of sleep will be seen to possess all 
the characteristics of an instinct. It is a well-codrdinated 
activity, carried out by each individual of the species without 
his having been previously taught how to do it, and without 
any realization on his part of the purpose it serves. It is a- 
coérdinated adaptation, requiring the activity of the whole 
organism, and like other instincts it is elastic, that is to say, 
it is not an inevitable response to an external stimulus, but 
may be set aside in favor of other activities, which possess for 

‘the moment greater interest for the organism. Like other 
instincts also, it is not absolute in its demands, but yields to the 
exigencies of the moment. Sleep, then, is not mere physico- 
chemical change, rather is it a vital function, active in character 
and preservative in its ends. 

Viewed from the biological standpoint, all the difficulties 
which beset the chemical theories are removed. The voluntary 
suppression of sleep means siinply the subordination of the sleep 
instinct to another instinct which, for the nonce, is of greater 
interest to the organism. The variety of the sleep of different 
animals must be interpreted as a secondary adaptation to a 
diversity of environments. 

There remains to explain the physiological mechanism by 
which the instinct is carried out, and for this purpose Claparéde 
invokes the physiological conception of inhibition. Sleep con- 
sists in a loss of interest in the external word, resulting from 
inhibition of the higher centers. With this inhibition of the 
higher centers there is increased activity of the trophic centers; 
hence the great restorative influence of sleep. This inhibition 
is not to be regarded as a passive state, but as a positive reaction 
of disinterest to present realitv. Claparéde’s theory that sleep 
is a physiological device to protect the organism against fatigue, 
rather than a physiological change which is the result of fatigue, 
acquires at once a practical importance which invites attention. 

LINENTHAL. 


REVIEW. 


The Subconscious. By Joseph Jastrow, Professor of Psychol- 
ogy, Wisconsin University. Houghton, Mifflin & Co., Boston, 
1906, pp. 549. 

The problem of the subconscious is not in its more general 
aspects new; for in the early eighteenth century, Leibniz recog- 
nized its importance, and following Leibniz, Kant, Sir William 
Hamilton, Laycock, Dr. Carpenter, and our own versatile Oliver 
Wendell Holmes appreciated the significant réle of what was 
then termed ‘“‘ unconscious cerebrdtion ’’ in the economy of 
mental life. Within more recent years the subject has been 
approached from various, often divergent, points of view, — 

‘religious, sociological, psychological, aesthetic,— by Prof. 
James, Myers, Von Huegel, Prince, Dresser, Sidis, Breur and 

Freud, Janet, Putnam, and many others, while the most recent 
contribution is from the pen of Prof. Joseph Jastrow. 

' It is a source of genuine gratification and an encouraging sign 
of the times, that one of Professor Jastrow’s eminence should 
have devoted his talents to the discussion of the problem of the 
subconscious, a problem which, at the present time, is undoubt- 
edly of dominant psychological and practical interest. There is 
a whole world of reality that can be neither examined by the 
microscope nor stained with methylene blue, and although, for 
some time past, this world has received scant attention, we seem 
now to be entering upon a renascence of interest in it, which 
bespeaks a broader culture. 

In discussing a subject so complex as that of subconscious 
mental activity, there is danger that we may allow the mystical 
tendency in us to overreach the demonstrable facts, and one of 
the distinctive merits of Professor Jastrow’s book consists in 
this, — that throughout he keeps to earth and correlates the 
more unique, remarkable, and abnormal manifestations of men- 
tal life with those that are recognized as normal. He divides 
his subject-matter into three parts, — normal, abnormal, and 
theoretical. In the first part he treats of the normal conscious- 
ness, its relation with the nervous system, the will, and the 
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attention, and its intimate dependence upon subconscious main- 
tenance. The second part comprises such interesting themes 
as the dream consciousness, the variants of the dream con- 
sciousness, the dissociated consciousness as seen in hysteria 
and hypnosis, the genesis of altered personality, and the 
disintegrating lapses of personality. In the theoretical part 
are discussed the conception of the subconscious and the sub- 
conscious as abnormal. 

The central idea of Professor Jastrow’s dissertation is that, 
in normal life, consciousness draws its materials, in large part, 
from the vast stores of the subconscious, and he criticises that 
false perspective which weakens, distorts, and obscures the in- 
timacy of relation that really exists between the normal tenor 
of thought and those modifications thereof that most distinctly 
disclose the participation of the subconscious factors. The 
great mass of mental operations is not of the definitely logical 
type; their motif resembles more closely that of a melody, or a 
poem, or a picture, than that of a problem. In the dream con- 
sciousness, the dissociated consciousness, and in altered person- 
ality the author sees at work the same psychological principles 
that may be observed in normal mental life, except, of course, 
that in their abnormal activity, the results are more striking 
and oftentimes bizarre. 

Proceeding to the theoretical discussion of the subconscious, 
Professor Jastrow invokes three principles, — acquisition, elab- 
oration, and expression,— which, he says, compose the trium- 
virate that direct the affairs of mind. Both in normal and 
abnormal mentality, these principles are held to be sufficient for 
the interpretation of the facts, and in this interpretation the 
author displays considerable ingenuity. 

Among the many excellences of the book, there is to be found 
what must be regarded as a defect of presentation; we refer 
to the over-elaboration of style and the use of figurative language 
which too often renders the meaning obscure. Professor Jastrow 
has laid under tribute all the most recent material, and while 
his book may, perhaps, have a more immediate appeal to psy- 
chologists than to practicing physicians, we welcome it as a 
timely pronouncement upon an interesting subject. 


DonLEY. 


